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Volume 48, Number 6S Kawaguchi et al 29SOn the other hand, the potential for an increase in com-
plicationswithTEVARmay be enhanced by the greater use of
this procedure in challenging patients, such patients who are
elderly or are poor candidates for open surgery. In our series,
this led to a temporary elevation in the cerebral infarction rate
among patients undergoing a distal arch repair. The rate
subsequently decreased with improvements in stent graft de-
sign and procedural techniques.
CONCLUSIONS
The clinical history of TEVAR is still short, and the
learning curve for TEVAR has not yet been reached. Re-
sults are promising overall, but room for improvement
remains for both stent grafts and their peripheral devices. In
addition, long-term durability data are not yet available;
therefore, TEVAR cannot be considered a well-established
treatment method just yet. Future enhancements in oper-
ational success will depend on the ease of use of not only of
stent grafts themselves but also their associated devices,
such as the delivery sheaths. Major advances will require
cooperation between device manufacturers and physicians.
In Japan, the approval of the TAG endoprosthesis for
TEVAR was an important milestone that extended endo-
vascular treatment options beyond abdominal aneurysm
therapy. Achieving wide availability of stent grafts devel-
oped specifically for use in the distal aortic arch will be
another large step toward meeting an urgent need.
We thank Renée J. Robillard, MA, ELS, for editorial
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Dr Roy Greenberg (Cleveland, Ohio). I thought that was an
excellent talk, and you have an unbelievable experience that dwarfs
all of the experiences in this country and probably the rest of the
world. I hope that you get a good publication so that we can all
learn from this. I have a question. You had said in the beginning of
your talk how there are 36 different types of the grafts. How do youwhere you put things and how you plan the delivery system and the
device.
Dr Satoshi Kawaguchi. It is a very difficult question and also
difficult for me to decide which types I can use. So we have this
specialist in the hospital to choose the device, so it depends on him.
So I think we have long time to train to work in that part. So it is
very difficult I think.
